Background: Although the frequency of respiratory viral infection in patients with pulmonary acute respiratory distress syndrome (ARDS) is not uncommon, clinical significance of the condition remains to be further elucidated. The purpose of this study was to compare characteristics and outcomes of patients with pulmonary ARDS infected with influenza and other respiratory viruses. Methods: Clinical data of patients with pulmonary ARDS infected with respiratory viruses January 2014-June 2018 were reviewed. Respiratory viral infection was identified by multiplex reverse transcription-polymerase chain reaction (RT-PCR). Results: Among 126 patients who underwent multiplex RT-PCR, respiratory viral infection was identified in 46% (58/126): 28 patients with influenza and 30 patients with other respiratory viruses. There was no significant difference in baseline and clinical characteristics between patients with influenza and those with other respiratory viruses. The use of extracorporeal membrane oxygenation (ECMO) was more frequent in patients with influenza than in those with other respiratory viruses (32.1% vs 3.3%, p=0.006). Co-bacterial pathogens were more frequently isolated from respiratory samples of patients with pulmonary ARDS infected with influenza virus than those with other respiratory viruses. (53.6% vs 26.7%, p=0.036). There were no significant differences regarding clinical outcomes. In multivariate analysis, acute physiology and chronic health evaluation II was associated with 30-mortality (odds ratio, 1.158; 95% confidence interval, 1.022-1.312; p=0.022). Conclusion: Respiratory viral infection was not uncommon in patients with pulmonary ARDS. Influenza virus was most commonly identified and was associated with more co-bacterial infection and ECMO therapy.
Introduction
Acute respiratory distress syndrome (ARDS) is one of the chief conditions for which patients are admitted to the intensive care unit (ICU) and contributes to substantial mortality rates 1 . Respiratory viral infection is not uncommon in critically ill patients who received invasive mechanical ventilation due to respiratory failure 2 . Some studies have reported that the frequency of respiratory viral infection ranged from 13.4% to 49% [3] [4] [5] . Availability of multiplex reverse transcription-polymerase chain reaction (RT-PCR) has facilitated the identification of respiratory viral infection 6 . Among the diverse risk factors for ARDS, respiratory viral infection has been shown to contribute to development and progression of pulmonary ARDS 7, 8 . Although several studies have reported the clinical impact of respiratory viruses on critically ill patients 3, 9 , further studies are needed to clarify the significance on those with pulmonary ARDS. Influenza viral infection in pulmonary ARDS has gained attention to intensivists due to high morbidity and mortality 10, 11 , but little data comparing characteristics and outcomes of the different types of viruses in patients with pulmonary ARDS. Moreover, differences in clinical outcomes between patients infected with influenza and other respiratory viruses have not been clearly elucidated.
The aim of this study was to compare the characteristics and clinical outcomes of patients with pulmonary ARDS infected with influenza vs. other respiratory viruses.
Material and Methods

Patients
Patients diagnosed with pulmonary ARDS who were admitted to the medical ICU at a tertiary hospital and received invasive mechanical ventilation were searched from January 2014 to June 2018. ARDS was fulfilled for the Berlin diagnostic criteria 12 . Among them, those who underwent RT-PCR for respiratory viral infection were reviewed. Respiratory specimens such as bronchial and endotracheal aspirate, nasopharyngeal swab or sputum were obtained for RT-PCR analysis. AdvanSure RV real-time RT-PCR (LG Chemistry, Seoul, Korea) assay based on the multiplex polymerase chain reaction method was used to identify respiratory viruses (influenza virus, parainfluenza virus, respiratory syncytial virus, adenovirus, metapneumovirus, rhinovirus, bocavrius, and coronavirus). Baseline (age, sex, body mass index, and comorbidities) and clinical characteristics (Acute Physiology and Chronic Health Evaluation [APACHE] II score, Sequential Organ Failure Assessment [SOFA] score, clinical complications [shock, acute kidney injury], management, etc.) were assessed. Additionally, data from laboratory (neutrophil count, lymphocyte count, hemoglobin, platelet, C-reactive protein [CRP] level, total protein level, albumin level, etc.), microbiologic data (types of respiratory virus, co-respiratory bacterial or fungal pathogens) and clinical outcomes (length of stay in ICU and hospital, mortality) were analyzed. This study was approved by the Institutional Review Board of Gyeongsang National University Hospital (No. 2018-05-015). Informed consent was waived due to retrospective nature of the study. The study was in accordance with the ethical standards of institutional and/or national research committees and with the Helsinki declaration and its later amendments or comparable ethical standards.
Statistical analysis
Continuous data were expressed as mean±standard deviation (SD) and compared using the Mann-Whitney U test. Non-continuous data were expressed as numbers and percentages and were analyzed using the chi-square or Fisher exact test. To evaluated factors associated with a 30-mortality, logistic regression analysis was used. Factors with p-value <0.1 in univariate analysis were entered into multivariate analysis. All data were analyzed using the SPSS software version 18.0 (SPSS Inc., Chicago, IL, USA).
Results
One hundred sixty-seven patients with pulmonary ARDS were admitted to the medical ICU. Figure 1 shows flow of patients with ARDS during the period. One hundred and twenty-six patients with pulmonary ARDS (75.4%) underwent multiplex RT-PCR to evaluate the presence of respiratory viral infection, which was identified in 46% (58/126) subjects. Community-acquired respiratory viral infection was identified www.e-trd.org in 37 of 85 patients (43.5%) with community-acquired ARDS whereas hospital-acquired respiratory infection was detected in 21 of 41 those with hospital-acquired ARDS (51.2%) (p=0.417). The mean age of patients was 67.6±13.3 years and the proportion of men was 70.7%. In all cases, the risk factor for pul- Table 1 shows the characteristics of patients with influenza and those with other respiratory virus infection. There was no significant difference regarding baseline characteristics, severity of illness and clinical complications between patients with influenza and those with other respiratory viruses. Extracorporeal membrane oxygenation (ECMO) was significantly more used in patients with influenza virus than those with other respiratory viruses as a rescue therapy (32.1% vs. 3.3%, p=0.006). Table 2 compares laboratory results and radiologic scores of patients with influenza and those with other viruses. There was a trend toward higher hemoglobin and CRP levels in patients with influenza than in those with other respiratory viruses. No significant difference was observed in other parameters between the two groups. Transthoracic echocardiography was done in 75.9% (44/58) patients on admission of medical intensive care unit to evaluate acute heart failure. The mean ejection fraction was 59.2%±7.76%. Stress induced cardiomyopathy and right ventricular dysfunction were featured in three (6.7%) and five (11.1%) patients, respectively. Table 3 enlists the types of respiratory viruses and corespiratory pathogens in patients with pulmonary ARDS. Influenza A was the most common virus (21 cases) and other respiratory virus infection (10 coronavirus, 5 RSV, 4 parainfluenza virus, 4 rhinovirus, 3 adenovirus, 3 metapneumovirus, and 1 bocavirus) were isolated. Overall 43.1% co-respiratory pathogens were isolated simultaneously. Patients with influenza presented with significantly higher co-bacterial pathogens than those with other respiratory viruses. Gram-positive bacteria co-infection was common in patients with influenza virus than those with other respiratory viruses (39.3% vs. 10%). Clinical outcomes are presented and compared in Table 4 . Patients with influenza virus were treated with neuraminidase inhibitor such as oseltamivir or peramivir but those any antiviral agent was not administered in those with other respiratory viruses. Overall ICU mortality and hospital mortality rates were 51.7% and 55.2%, respectively. There were no significant differences in extubation success, duration of mechanical ventilation, mortality, and length of stay in the ICU and hospital.
Multivariate analysis associated with 30-day mortality was performed and has been shown in Table 5 . APACHE II score at admission was associated with ICU mortality. Influenza virus and co-bacterial infection were not associated with ICU mortality.
Factors associated with 30-day mortality are shown in Table  5 . In univariate analysis, APACHE II, SOFA and low partial pressure of oxygen/fractioned inspired oxygen ratio were associated with 30-day mortality. APACHE II only was associated with a 30-day mortality in multivariate analysis. Fourteen patients were treated with steroid. The reasons of use of steroid were treatment of concomitant exacerbation of airway disease (n=4, 6.9%), refractory septic shock (n=4, 6.9%), and adjunct treatment of ARDS (n=6, 10.3%), which might not affect mortality in ARDS patients with respiratory viral infection.
Discussion
The present study showed that approximately 46% patients with pulmonary ARDS had a concomitant respiratory viral infection and influenza A virus was most commonly isolated. Co-respiratory infection was more frequent in patients with influenza infection than in those with other respiratory viral infection. Although patients with influenza virus received more invasive treatment such as ECMO, clinical outcomes did not differ between patients with influenza infection and those Values are presented as number (%) or mean±SD. ICU: intensive care unit; MV: mechanical ventilation; LOS: length of stay; SD: standard deviation. with other viral infection. APACHE II was associated with ICU mortality in patients with pulmonary ARDS. ARDS is a common reason of admission to the ICU in critically ill patients with one-quarter of the total number of patients receiving mechanical ventilation being diagnosed with the condition 1 . ARDS also contributes to substantial mortality in the ICU 1 . Various risk factors are associated with ARDS and pulmonary ARDS is frequently encountered in ICU. Pneumonia has been known as the most common etiology of pulmonary ARDS 13 . The co-infection of respiratory virus was found in patients with severe pneumonia admitted to ICU ranging from 13.4% to 49% [3] [4] [5] . The frequency of respiratory viral infection in pulmonary ARDS has not been established. The current study showed similar frequency of respiratory viral infection in pulmonary ARDS as those of severe pneumonia in patients admitted to the ICU. Respiratory viruses play a role in development and progression of ARDS 8 ; therefore, it is important to elucidate the clinical significance of them in patients with pulmonary ARDS. Several studies have reported clinical outcomes in patients infected with respiratory viruses receiving mechanical ventilation [14] [15] [16] [17] . In the present study, clinical outcomes did not differ between patients with infected with influenza virus and those with other respiratory viruses. Similar clinical outcomes were reported in patients with respiratory syncytial virus or rhinovirus compared to influenza virus 17, 18 . In the current study, comparison of clinical outcomes in each respiratory viruses was not performed due to a few cases except for influenza virus. APACHE II score was associated with a 30-day mortality in patients with ARDS infected with respiratory viruses, which suggests that severity of illness has an impact on overall clinical outcomes.
In the present study, ECMO was more frequently used in patients with influenza virus than those with other respiratory virus. Several studies have reported the use of ECMO in case of refractory hypoxemia in patients with influenzarelated ARDS 14, 19, 20 . However, the clinical implication of more frequent application of ECMO in patients with influenza virus should be interpreted cautiously in the present study. The use of ECMO is generally determined by multiple factors including the severity of illness, comorbidities of patients rather than types of respiratory viruses 21 .
In the current study, co-respiratory bacterial pathogens was in more than half of patients with influenza. The current study is consistent with previous studies that influenza virus infection was commonly complicated with co-infection by bacteria such as Staphylococcus aureus and Streptococcus pneumoniae 22, 23 . This supports the use of empirical antibiotics in cases of ARDS infected with influenza virus.
The present study has several limitations. First, this study was conducted at a single center and analyzed data retrospectively, therefore selection bias cannot be excluded. Second, the site obtaining respiratory sample was not the same, therefore, whether respiratory viruses were pathogens cannot be ac-curately distinguished. The miss to detect respiratory viruses by multiplex RT-PCR cannot be ruled out. Third, the change in clinical decision by identifying respiratory viruses was not evaluated as in a previous study 5 . Fourth, the prone position was performed in the low proportion of patients with ARDS compared to a recent study 1 .
In conclusion, respiratory viral infection was frequently observed in patients with pulmonary ARDS as demonstrated by multiplex RT-PCR. Patients with influenza virus had more cobacterial infection and received ECMO than those with other respiratory viruses without significant difference with respect to clinical outcomes.
